zier, 2016; Jinkerson, 2016; Litz et al., 2009; Maguen & Litz, 2012) . Empirical research on MI has typically assessed MIEs but not the defining characteristics of MI.
A reliable, valid measure of MI is necessary to accurately assess MI among members of the military (both active duty and veterans). The Moral Injury Questionnaire-Military version (MIQ-M; Currier, Holland, Drescher, et al., 2015) is a fairly comprehensive, unidimensional measure of exposure to MIEs related to military deployment. Robbins et al. (2017) modified the original MIQ-M for two main reasons: (a) to separate the acts of witnessing and engaging in experiences from single MIE items into separate MIE items, and (b) to incorporate new items assessing proposed defining characteristics of MI (i.e., guilt, shame, difficulties with forgiveness, and withdrawal; Litz et al., 2009 ). The present study tested the factor structure of this modified version (Robbins et al., 2017) of the MIQ-M and examined associations among MIEs, the defining characteristics of MI, substance use, and symptoms of depression, anxiety, and posttraumatic stress disorder (PTSD) among a community sample of military personnel.
MIEs and MI Among Recent-Era Veterans
Combat theaters place service members in complex situations in which even morally appropriate behaviors (i.e., actions consistent with rules of engagement/sanctioned actions) may conflict with personal beliefs of morality (Farnsworth, Drescher, Nieuwsma, Walser, & Currier, 2014) . In recent conflicts, unconventional warzone features, such as the presence of unmarked combatants, potential civilian threats, and extensive use of improvised explosive devices in close quarters, have resulted in ambiguity regarding the identity of combatants and the appropriate course of action in battlefield decisions (Frankfurt & Frazier, 2016; Litz et al., 2009) . In situations such as these and many others, some veterans may experience dissonance as they struggle to accept or construct meaning from these experiences. That is, the individual has to reconcile discrepancies between MIEs and the way they view the world. Attributions for these experiences and, particularly, attributions that are global (do not consider the context in which MIEs occurred), internal (self-condemnation), and stable (consistently judging oneself as corrupted) may lead to the defining MI characteristics, such as guilt, shame, withdrawal, and a lack of forgiveness (Buechner & Jinkerson, 2016; Drescher et al., 2011; Litz et al., 2009; . Commonly regarded as the primary working model of MI, Litz et al. (2009) conceptualized the defining characteristics of MI to include guilt, shame, difficulties with forgiveness, and withdrawal. These defining characteristics are further hypothesized to be the pathways to a host of secondary negative outcomes, including poor mental health (Currier, Holland, Drescher, et al., 2015; Currier, Holland, & Malott, 2015; Drescher et al., 2011; Litz et al., 2009; . Empirical research has demonstrated that exposure to MIEs is associated with depression, PTSD, and anxiety (Currier, Holland, & Malott, 2015; Maguen & Litz, 2012) . For this reason, in the present study, we examined symptoms of depression, anxiety, and PTSD, as well as hazardous substance use.
Assessment of Moral Injury
To accurately assess MI among active-duty members and veterans, an accurate, comprehensive empirical measure is necessary. At present, two published self-report measures are available that assess for exposure to MIEs. The Moral Injury Exposure Scale is an 11-item measure containing two subscales of Perceived Transgressions (e.g., perpetrating acts of commission or acts of omission) and Perceived Betrayals (e.g., perceived betrayal by leaders, self, and trusted others). A second measure is the MIQ-M (Currier, Holland, Drescher, et al., 2015) , a 20-item unidimensional measure focused on military deployment-related potential MIEs. Although both scales measure exposure to MIEs, neither assesses proposed defining characteristics of MI (i.e., guilt, shame, and difficulties with forgiveness; Litz et al., 2009) .
The current investigation sought to test a modified version of the MIQ-M (Currier, Holland, Drescher, et al., 2015) . Although fairly comprehensive, several items on the MIQ-M assess both witnessing and engaging in various combat experiences within a single item. Previous research has shown that the implications of combat on mental health vary as a function of personal responsibility (e.g., killing in combat; Bryan & Cukrowicz, 2011; Maguen et al., 2010) . Moreover, self-reported participation (i.e., killing or attempting to kill) had a significant association with mental health outcomes even after controlling for witnessing trauma in both Vietnam veterans (Van Winkle & Safer, 2011) and Operation Enduring Freedom/Operation Iraqi Freedom army medics (Pitts et al., 2013) . For these reasons, Robbins et al. (2017) modified the original MIQ-M such that seven items that assessed both witnessing and engaging in various events (e.g., "I saw/was involved in the death of a child" and "I saw/experienced violence that was out of proportion to the event") were separated into two items that assess direct involvement versus bearing witness.
Further, the original MIQ-M contained items that could be considered "causes" (e.g., "I was involved in the death[s] of an innocent of war") or "effects" (e.g., "I feel guilt for surviving when others didn't") of MI. Although the inclusion of effect indicator items was a novel step in the assessment of MI, the items sometimes conflated "causes" (e.g., "I survived when others didn't") with appraisals or "effects" (e.g., "I feel guilt for surviving when others didn't"). Assessment of both the "causes" (i.e., MIEs) and "effects" (i.e., defining characteristics) associated with MI is a critical next step in the understanding of MI (Frankfurt & Frazier, 2016) . Consequently, Robbins et al. (2017) modified items from the original MIQ-M by removing the effect of exposure to MIEs but keeping the cause (e.g., "I feel guilty over failing to save the life of someone in war" was changed to "I failed to save the life of someone in war".) In addition, participants were asked to rate the degree to which each MIE caused them guilt, shame, difficulty forgiving self, difficulty forgiving others, and withdrawal. The purpose of this study was to examine the factor structure of the MIEs in the modified MIQ-M and to examine how the MIE factors were associated with the defining characteristics of MI and symptoms that may be outcomes of MI (i.e., depression, anxiety, PTSD, and hazardous substance use). This document is copyrighted by the American Psychological Association or one of its allied publishers.
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Method Participants
Although the original sample (n ϭ 717) included members of the community, the subsample used in the current study was only participants who completed the MI assessment (i.e., only current or former members of the military who were deployed at least once). This study examined data from a subsample of n ϭ 328 veterans (n ϭ 228, 69.5%), National Guard/Reservists (n ϭ 64, 19.5%), and active-duty members (n ϭ 31, 9.5%), with an average age of M ϭ 32.42 years (SD ϭ 7.71). Military status was missing for five (1.5%) participants. There were two participants (Ͻ1% of the sample) who did not complete the symptoms of PTSD, the last questionnaire in the survey. Participant characteristics are displayed in Table 1 . Most participants were male (n ϭ 184, 56.1%), White (n ϭ 223, 68.0%), married (n ϭ 234, 71.3%), employed (n ϭ 254, 77.4%), and had completed some college (n ϭ 302, 92.0%). The most represented branch of service was the Army (n ϭ 152, 46.3%), and the majority of participants deployed as part of Operation Iraqi Freedom, Operation Enduring Freedom, or Operation New Dawn (n ϭ 270, 82.3%). In the larger active-duty population, 85% are male, the average age is 29, 69% are European American, and approximately 15% are women (Office of the Deputy Assistant Secretary of Defense, 2014). Thus, our sample is comparable in terms of ethnic/racial background, but as might be expected in a predominantly veteran population, our sample was slightly older than the typical active-duty member. Also, our sample contained approximately twice as many women as would be expected in an active-duty or reserve population. Finally, and consistent with recent trends (National Center for Veterans Analysis and Statistics, 2011), 32% of our sample had advanced degrees (i.e., MS/MA, PhD, JD, MD, or other professional degree). This may be accounted for by our high rate of female participants (as military women are more likely to attain advanced degrees; National Center for Veterans Analysis and Statistics, 2011).
Procedure
We recruited participants through Facebook (n ϭ 91, 27.7%), military listservs (n ϭ 54, 16.5%), the Department of Psychology research pool at the participating university (n ϭ 53, 16.2%), student veteran organization announcements (n ϭ 42, 12.8%), snowball sampling via friends or family (n ϭ 31, 9.5%), flyers (n ϭ 8, 2.4%), Craigslist (n ϭ 10, 3.0%), and other sources (n ϭ 34, 10.4%). Advertisements targeted veterans and military members and contained a link to a fuller description of the study as well as the survey. After reviewing the study description and consenting to participate, participants completed an online self-report survey. Participants completed the survey in the order in which the questionnaires are described below. The survey took approximately 30 minutes to complete. Nonstudent participants were e-mailed a $10 Amazon gift card; students were given research credit or were entered into one of twenty $20 Amazon gift card raffles (all student participants were also veterans, active-duty members, National Guard, or reservists). All study documents and procedures were approved by an institutional review board committee at the participating university.
Materials
Moral injury. A modified version of the MIQ-M (Currier, Holland, Drescher, et al., 2015) was used to assess MI. Seven of the original MIQ-M items assess both perpetration and witnessing MIEs within the same item. In the modified version (Robbins et al., 2017) used in the present study, these seven items were each partitioned into two items, one assessing involvement in and another assessing witnessing of MIEs. For example, the original MIQ-M item "I saw/was involved in the death of an innocent during the war" became "I saw the death of an innocent in the war" and "I was involved in the death of an innocent in the war" in the modified MIQ-M. The partitioning yielded 27 items that assessed MIEs. Similar to the response scale in the original MIQ-M, participants were asked to endorse the frequency with which they had experienced each item in the context of warzone deployment(s) using a 4-point response scale ranging from 1 (never) to 4 (often).
In addition to assessing MIEs, we also assessed defining characteristics of MI. After each of the 27 MIE items, participants This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
answered five questions that assessed the degree to which each MIE item caused them to (a) "feel guilt," (b) "feel shame," (c) "have difficulties with forgiving myself," (d) "have difficulties forgiving others," and (e) "become withdrawn" for each experience. Thus, respondents completed 27 MIE items and 135 follow-up questions (five follow-up questions per MIE item), for a total of 162 MI items. The response scale was identical for items for the defining characteristics of MI, with participants endorsing the frequency with which they experienced each defining characteristic using a 4-point response scale ranging from 1 (never) to 4 (often). The original MIQ-M includes two items that assess for guilt in the context of specific situations (i.e., "I feel guilt over failing to save the life of someone in the war" and "I feel guilt for surviving when others didn't"). Because the present study uses follow-up items to assess the defining characteristics of MI, these two items were modified to omit the word guilt (i.e., "I felt guilt over failing to save the life of someone in the war" was changed to "I failed to save the life of someone in the war" and "I felt guilt over surviving when others didn't" was changed to "I survived when others didn't"). A description of score creation is included below, to reflect decisions made after factor analysis. Depressive symptoms. Depressive symptoms were measured using the short form of the Center for Epidemiological Studies-Depression Scale (CES-D-10; Kohout, Berkman, Evans, & Cornoni-Huntley, 1993), a 10-item version of the 20-item CES-D (Radloff, 1977) . Respondents were asked to rate the frequency with which they experienced each item (e.g., "I felt that everything I did was an effort" and "I could not get going") during the past week. The present study modified the CES-D-10's response scale, using the CES-D's original 4-point Likert scale, which ranges from 0 (rarely or none of the time [less than 1 day]) to 3 (most or all of the time [5-7 days]), as opposed to the 0 ϭ no, 1 ϭ yes scale used by Kohout et al. (1993) in the development of the CES-D-10. The CES-D has demonstrated excellent psychometric properties in members of the military, fitting equally well for both men and women (Boisvert, McCreary, Wright, & Asmundson, 2003) , and has demonstrated associations with, but distinctions from, PTSD in trauma-exposed members of the military (Elhai, Contractor, Palmieri, Forbes, & Richardson, 2011) , demonstrating discriminant validity. The CES-D-10 demonstrated acceptable internal consistency in the present study (␣ ϭ .73).
Anxiety symptoms. Anxiety symptoms were measured using the Kremen Anxiety Scale (KAS; Kremen, 1996) . The KAS is a 14-item measure that assesses psychological and physiological symptoms of worries, apprehension, and nervousness (e.g., "I am often nervous for no reason"). Similar to the scoring of the KAS in a study of military mothers (Kelley et al., 2002) , the present study modified the KAS's original 4-point Likert response scale, ranging from 1 (does not apply at all) to 4 (applies very strongly), using instead a 5-point Likert scale ranging from 1 (never) to 5 (always). The KAS has good internal consistency and predictive validity among adolescents and college students (Kremen, 1996) and enlisted military mothers (Kelley et al., 2002) . Internal consistency in the present study was excellent (␣ ϭ .90).
Posttraumatic stress disorder. To assess for PTSD symptoms, respondents completed the PCL-5 (Blevins, Weathers, Davis, Witte, & Domino, 2015; Weathers et al., 2013) . The PCL-5 is a 20-item self-report measure that assesses the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (American Psychiatric Association, 2013) PTSD symptom severity during the most recent 1-month period. Respondents were asked to rate each item on a 5-point Likert scale ranging from 0 (not at all) to 4 (extremely). Item scores are summed to yield a total PTSD symptom severity score ranging from 0 to 80. The PCL-5 has demonstrated excellent internal consistency among active-duty military (␣ ϭ .95 at 2-week follow-up; Wortmann et al., 2016) and veterans (␣ ϭ .96; Bovin et al., 2016) . In the present study, the PCL-5 also demonstrated excellent internal consistency (␣ ϭ .96).
Hazardous alcohol use. Hazardous alcohol use was measured using the Alcohol Use Disorders Identification Test (Babor, De La Fuente, Saunders, & Grant, 2001) . Response options range from 0 to 4 for all items, though labels for response options vary by item. Items were summed to yield a total hazardous alcohol use score (␣ ϭ .85).
Drug abuse symptoms. Drug abuse symptoms were measured using the Drug Abuse Screening Test (Skinner, 1982) . Ten items assess involvement with drugs over the past year, including the misuse of prescription and over-the-counter drugs. Participants indicated their use (yes ϭ 1, no ϭ 0) of each drug listed. Items were summed to yield the total number of drug abuse symptoms (␣ ϭ .73).
Analysis Approach
An exploratory factor analysis (EFA) was conducted on the 27 items that assess MIEs. The results of the EFA were also used to guide the creation of defining characteristic scores based on the follow-up questions regarding guilt, shame, and so forth, which were hypothesized to reflect defining MI characteristics for each of the factors determined by the EFA. Internal consistency was examined for both MIE factors and the associated defining characteristics. In addition, correlations were conducted to establish associations between the identified MIE factors, the hypothesized defining characteristics of MI associated with each MIE factor, mental health outcomes (i.e., anxiety symptoms, depressive symptoms, and PTSD symptoms), and hazardous substance use. Missing data were handled using analysis-specific pairwise deletion. The amount of missing data was negligible (i.e., two cases [Ͻ1%] or fewer per variable, with the majority of variables containing no missing data). The items for the defining characteristics of MI have systematic missingness deliberately built in by excluding individuals who endorsed "never" for any particular MIE as described later. Bartlett's (1954) test of sphericity was statistically significant (p Ͻ .001), suggesting that the MIE data were appropriate for factor analysis. Further, the Kaiser-Meyer-Olkin (Kaiser, 1974) measure of sampling adequacy (.95) indicated that the sample size was appropriate for factor analysis. Maximum likelihood extraction was used for the EFA because univariate normality was met for all items. Given the expected correlations among factors, an oblique (promax) rotation was used. The scree plot indicated a three-factor solution was most appropriate, whereas Velicer's This document is copyrighted by the American Psychological Association or one of its allied publishers.
Results

Exploratory Factor Analysis
(1976) minimum average parcel test indicated a four-factor solution accounted for the most systematic variance, and parallel analysis (both generated using SPSS code by O'Connor, 2000) suggested a five-factor solution accounted for more variance than random data. All three solutions (i.e., three-factor, four-factor, and five-factor solutions) were examined. However, the four-factor and five-factor models had a greater number of cross-loadings (i.e., factor loadings Ն .32). Further, after dropping cross-loaded items, both the four-and five-factor models resulted in one or more factors with only two items. In addition, the four-and five-factor models accounted for little additional variance (3.98% and 3.10% for the fourth and fifth factors, respectively). Moreover, the threefactor model was theoretically interpretable. Results from the three-factor model are presented in Table 2 . As recommended (Costello & Osborne, 2005; Tabachnick & Fidell, 2001 ), items that cross-loaded above .32 (i.e., five items) were dropped from further analyses, yielding 22 items that assess MIEs across the three domains.
The three factors accounted for 62.59% of the variance in the items. Factor 1, Atrocities of War, consists of 13 items that capture death and extreme acts of violence or cruelty associated with war (e.g., "I saw the death(s) of children"). This factor (eigenvalue ϭ 12.93) explained 47.90% of the variance. Factor 2, Psychological Consequences of War, consists of six items that assess cognitive and emotional changes through changing world views or meaningmaking (e.g., "Seeing so much death has changed me"). This factor (eigenvalue ϭ 2.72) accounted for an additional 10.07% of the variance in the items. Factor 3, named Leadership Failure or Betrayal, consists of three items that measure being let down or betrayed by those with authority (e.g., "Things I experienced in the war left me feeling betrayed or let down by military/political leaders"). This factor (eigenvalue ϭ 1.25) accounted for an additional 4.63% of the variance.
The three-factor findings for the current modified scale are in contrast to the original unidimensional structure of the MIQ-M. This may, in part, be due to splitting apart witnessing versus engaging in events that are potential MIEs. Of note, four of the seven item pairs that were split to acknowledge witnessing versus participating in events loaded on the same factors. Three pairs (i.e., "violations of rules of engagement," "death[s] of children," and "friendly fire incident[s]") loaded onto Factor 1, Atrocities of War, and one pair (i.e., "feeling betrayed or let down by military/ political leaders") loaded onto Factor 3, Leadership Failure or Betrayal. One pair was split across factors; although involvement in "the death(s) of an innocent in the war" loaded onto Factor 1, witnessing "the death(s) of an innocent in the war" loaded onto Factor 2, Psychological Consequences of War. Finally, two pairs had an item that was not included in the final scale (i.e., engaging This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
in "revenge/retribution" and witnessing "violence that was out of proportion to the event" were dropped for cross-loading on multiple factors). The remaining items loaded on Factor 1 (involvement in "violence that was out of proportion to the event") and Factor 3 (i.e., witnessing "revenge/retribution for things that happened").
Reliability and Validity of the Factors
From the modified MIQ-M, three MIE scores were created that correspond to the three MIE factors: Atrocities of War (13 items), Psychological Consequences of War (six items), and Leadership Failure or Betrayal (three items). These scores represented the mean for the 13, six, and three items that assessed each of the MIE factors. Next, a score was created for MI defining characteristics (e.g., guilt and shame) for each of the three MIE factors. That is, a mean score was calculated based on the frequency with which participants experienced guilt, shame, difficulty forgiving self, difficulty forgiving others, and withdrawn behaviors for relevant MIEs within each of the three MIE factors (i.e., Atrocities of War, Psychological Consequences of War, and Leadership Failure or Betrayal). One score was created for each factor for the combination of defining characteristics. For example, because Atrocities of War contained 13 MIE items, and each MIE item was followed by five items assessing defining characteristics of MI, the defining characteristics score for Atrocities of War reflects the mean of the associated 65 defining characteristics items (or 13 ϫ 5). However, MIEs that the participants indicated they did not experience (by endorsing never) were excluded from this calculation (see Table 2 for a list of how many participants selected never for each MIE). Thus, if participants only experienced 10 of the 13 Atrocities of War MIE items, the defining characteristics score reflected the mean of the associated 50 defining characteristic items. This score reflected the guilt, shame, difficulty forgiving self, difficulty forgiving others, and withdrawn behaviors reported by participants for the relevant MIEs they experienced associated with Atrocities of War. An overall defining characteristics score was used rather than individual indices due to the strong associations among MI characteristics. For Factor 1, correlations among guilt, shame, difficulty forgiving self, difficulty forgiving others, and withdrawal ranged from r ϭ .86 to .95. For Factor 2, correlations ranged from r ϭ .79 to .92. For Factor 3, correlations ranged from r ϭ .67 to .83. These correlations indicated strong multicollinearity among defining characteristics of MI and supported their treatment as one component.
Cronbach's alphas indicated strong reliability for the MIE items that assess each of the three factors (Factor 1 Figure 1 , participants reported experiencing more MIEs for Factor 3 (Leadership Failure or Betrayal), followed by Factor 2 (Psychological Consequences of War), with the lowest ratings for Factor 1 (Atrocities of War) with the opposite pattern observed for the defining characteristics of MI. In Figure 2 , the sample has been split into low versus high MI for each factor, separately for MIEs as compared with defining characteristics of MI. Participants were split into high versus low using the mean of that factor for the current sample (see Table 2 for means). Each panel displays the mean levels for symptoms of depression, anxiety, and PTSD, respectively, for individuals high or low in each MI factor. In each case, more mental health symptoms were observed for the groups higher on MI. Discrepancies appear to be greatest when the split is dependent on defining characteristics of MI (i.e., individuals high on defining characteristics also reported the highest levels of depression, anxiety, and PTSD symptoms, whereas individuals low on defining characteristics of MI also reported the lowest levels of depression, anxiety, and PTSD symptoms). There are also noticeable differences among the factors for MIEs, with the smallest differences among symptoms of depression and PTSD observed for Factor 3 (Leadership Failure or Betrayal). These figures display how trends for MI may be similar, but distinct, associations that can be observed by factor, and for events versus defining characteristics.
Discussion
The present study (a) tested the factor structure of a modified version (Robbins et al., 2017) of the MIQ-M (Currier, Holland, Drescher, et al., 2015) and (b) examined associations among MIEs, the defining characteristics of MI, substance use, and symptoms of depression, anxiety, and PTSD among a community sample of military personnel. MI characterizes exposure to morally ambiguous and ethically challenging events that conflict with an individual's moral beliefs and ideals about the value of life. Despite a growing awareness of MI (Frankfurt & Frazier, 2016; Jinkerson, 2016; Maguen & Litz, 2012) and its associations with negative outcomes such as depression (Litz et al., 2009) , better measurement of MI is needed. From this vantage, the present study had three aims. First, we factor-analyzed a slightly modified version (Robbins et al., 2017) of the MIQ-M (Currier, Holland, Drescher, et al., 2015) . Second, we tested the degree to which the identified MIE factors were associated with defining characteristics of MI (e.g., guilt and shame). Third, we examined correlations between the identified MI factors, hazardous substance use, and symptoms of depression, anxiety, and PTSD. Although Currier, Holland, Drescher, et al. (2015) found the original MIQ-M to be unidimensional, results of the current study, in which the MIE-Q was modified and expanded, demonstrate the modified MIQ-M is best understood as a three-factor model consisting of Atrocities of War, Psychological Consequences of War, and Leadership Failure or Betrayal.
Modified MIQ-M Factors
In this predominantly veteran community sample, results of the EFAs of the modified MIQ-M demonstrated clear support for an MIE factor (i.e., Atrocities of War) that assesses direct and indirect exposure to extreme combat-related experiences such as those involving the death of children, noncombatants, or excessive violence. In addition, we found that being the victim of sexual assault significantly loaded with the Atrocities of War factor, suggesting the importance of noncombat events that may occur during deployments as an element of MI. The dimensionality found in the modified MIQ-M supports previous research suggesting that direct and indirect exposure to combat experiences involving the death of others or excessive violence may lead to especially deleterious mental health outcomes (Bryan & Cukrowicz, 2011; Litz et al., 2009; Maguen & Litz, 2012; Maguen et al., 2010) . Our work supports previous MI research by demonstrating that MIEs that comprise Atrocities of War are associated with poor mental health outcomes among a community sample of military personnel.
Support was shown for a second MIE factor (i.e., Psychological Consequences of War) that assesses both direct and indirect exposure to combat events that elicit cognitive and emotional changes This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
(e.g., "I survived when others didn't" and "I had an encounter(s) with the enemy that made him/her seem more 'human' and made my job more difficult"). This factor is consistent with previous research demonstrating the impact of trauma on larger meaningmaking systems (i.e., world view and schemas; for a review, see Park, 2010) . According to Park's (2010) meaning-making model, when stressful or traumatic events violate global meaning systems (i.e., beliefs about the world, personal life goals, and feelings of purpose/meaning in life), distress or dissonance is elicited, which initiates a process of meaning-making in which people seek to resolve their problems and ameliorate negative emotions. The way individuals appraise trauma, including combat-related trauma, is a stronger predictor of distress than trauma exposure alone (Ehlers & Clark, 2000; Fairbrother & Rachman, 2006; Updegraff, Silver, & Holman, 2008) . In addition, the way an individual appraises their experience is further posited to significantly impact the development of MI such that global, internal, and stable attributions may result in greater MI (Litz et al., 2009) . The positive association between this factor and poorer mental health outcomes is also consistent with empirical support in that exposure to MIEs was indirectly linked with PTSD, depression, and suicidality via the veterans' ability to find meaning from their experiences (Currier, Holland, & Malott, 2015) . A third MIE factor (i.e., Leadership Failure or Betrayal) emerged, consisting of direct and indirect experiences of betrayal. This finding supports previous qualitative research suggesting that betrayal in the context of military operations, including failures of leadership and within-rank violence, contribute to MI (Drescher et al., 2011; Vargas, Hanson, Kraus, Drescher, & Foy, 2013) . Withinunit trust is especially important in the context of warzone operations, which demand immediate obedience and performance of highly practiced orders (e.g., firing orders and damage control). If orders are issued and executed outside of the accepted rules of engagement (e.g., firing upon noncombatants or allied troops), the military member may not only lose trust in their leadership but may also develop altered global beliefs about their own worth and goodness, ultimately viewing the self as immoral (Litz et al., 2009; Shay, 2002) . Shay (2002) suggested that service members are less likely to experience combat-related psychological symptoms and MI when they trust both their peers and senior leadership to make ethically sound warzone decisions. This hypothesis is supported by research indicating that self-reports of strong, positive unit cohesion are significantly associated with lower rates of PTSD, depression, and stress-related declines in subjective well-being among recent-era service members (Armistead-Jehle, Johnston, Wade, & Ecklund, 2011; Griffith, 2002) . Our work supports the proposed relationships between betrayal, MI, and mental health by demonstrating that MIEs that comprise Leadership Failure or Betrayal are associated with higher anxiety symptoms, depressive symptoms, and PTSD symptoms among a community sample of military personnel.
Moral Injury Defining Characteristics
Although the field is beginning to gain an empirical understanding of MI, including multiple measures of MIEs, a major limitation is the lack of a validated measure of the defining characteristics of MI. To address this limitation, items assessing defining characteristics of MI (i.e., guilt, shame, difficulties with forgiving self, difficulties forgiving others, and withdrawal), based on Litz and colleagues' (2009) model, were added to each MIE item in the modified MIQ-M (Currier, Holland, Drescher, et al., 2015; Robbins et al., 2017) . Defining characteristic scores in the current sample had strong reliability and were highly correlated across MIE factors. The current findings provide preliminary empirical support that the defining characteristics of MI, as measured by the modified MIQ-M, are highly overlapping. It will be important for future studies to determine whether the degree to which this overlap is due to measurement choices (e.g., similar wording for each item, relating each question to the preceding MIE could be probing general distress rather than distinguishing between specific feelings of guilt vs. shame, etc.) or in fact that the defining characteristics of MI truly are highly related. Moreover, it may be due to the fact that participants cannot differentiate the guilt they feel from a single event from the guilt they feel from another event. They may be experiencing guilt, shame, and so forth, more globally in response to all MIEs rather than being able to extricate one MIE from another.
Both exposure to MIEs and the defining characteristics of MI (e.g., guilt and shame) were moderately correlated with symptoms of anxiety, depression, and PTSD, such that more MIE exposure and associated characteristics were associated with worse mental health symptoms. These findings reinforce that both exposure to these types of MIEs and the subsequent development of the defining characteristics of MI may have an important and widereaching impact on military members' well-being. In fact, defining characteristics of MI had stronger correlations with mental health symptoms than did MIEs (Table 2) , and split sample plots showed greater discrepancies among those higher versus lower in defining characteristics as compared with events ( Figure 2 ). In addition, mental health conditions, such as PTSD and depression, have a high rate of co-occurrence or comorbidity (Stander, Thomsen, & Highfill-McRoy, 2014) . It is also important that future research examine whether MI may have distinct outcomes for mental health outcomes above that of combat exposure alone, and so forth.
Clinical Implications
Despite the increased empirical attention on MI, many mental health providers, particularly those working outside the U.S. Department of Veterans Affairs and Department of Defense, may be unaware of MI. Given the present findings, the modified MIQ-M could be used to extend current clinical assessment practices by expanding the utility of the original MIQ-M as a potential clinical instrument to produce the first simultaneous assessment of both MIE exposure and endorsement of defining characteristics of MI. A comprehensive measure encompassing both exposure and defining characteristics of MI could be used to guide the therapeutic process in important ways. Specifically, in the context of addressing combat trauma, clinicians need to be aware of the association between MIEs and presentation of related characteristics to develop an accurate understanding of the underlying etiology and to determine best treatment practices. The modified MIQ-M may be helpful as a screening measure. Mental health providers and others who work with these veterans (e.g., chaplains and members of the clergy) should conduct a more thorough interview to better understand exposure to MIEs and defining characteristics of MI and This document is copyrighted by the American Psychological Association or one of its allied publishers.
ascertain the fundamental experiences and potential mechanisms that may be associated with mental health problems.
Limitations and Future Research
Methodological limitations of this study must be noted. First, this was a cross-sectional design, which prohibits the investigation of temporal relationships between exposure to MIEs, defining characteristics of MI, and other mental health concerns (i.e., hazardous substance use, symptoms of PTSD, anxiety, and depression). Longitudinal research design is an important next step to understanding the complex nature of MI. Second, there were limitations regarding the sample. We are unable to establish a rate of return for the survey; participants were recruited largely via remote marketing (e.g., online advertisements and paper flyers), making it impossible to determine how many potential participants heard about the study but chose not to participate. We also neglected to assess branch for National Guard and Reserves participants, and the current sample is fairly well educated, making replication critical. As a third issue, all data were collected via self-report and, although anonymity was assured, given the sensitive nature of the questions, participants may have been less likely to provide accurate information about violating rules of engagement and committing atrocities or other possible MIEs due to feelings of guilt/shame and/or fears of possible legal ramifications. In addition, participants retrospectively reported on MIEs, which may be subject to memory biases.
To address these limitations, replications with large-scale military groups are needed. These replications should focus on replicating the three-factor solution found in the current study; the strong correlations among factors and similar associations with mental health outcomes highlight the challenge of MI assessment. In addition, future research needs to be conducted within deployed environments to examine accounts of MIEs in real time. Research within deployed environments would also provide valuable information on the progressive development of MI. Further, the present study examined a community sample of veterans, National Guard/ Reservists, and active-duty members. Important differences may exist between community-based and clinical samples (Gahm, Lucenko, Retzlaff, & Fukuda, 2007) . Future research would also benefit from evaluating the psychometric properties of the modified MIQ-M within a clinical setting.
In addition, the definition of MIEs developed by Litz et al. (2009) was used in the present study. A key part of the Litz et al. (2009) model of MI is appraisal or reflection of MIEs. Given that Factor 2 captures a broad range of experiences during war and reflection on these events, it may be important to broaden the definition of MI slightly to better reflect contemplation of MIEs. Importantly, studies such as the current examination may help inform the definition of MI.
Although the current investigation into the modified MIQ-M focused on defining characteristics of MI as suggested by Litz and colleagues (2009) , additional models of MI (see Jinkerson's [2016] syndrome model) have conceptualized loss of trust and spiritual/ existential crisis (i.e., lower meaning in life) as other defining MI characteristics. Future research is needed to examine these other proposed defining characteristics as well as examine the delineation between primary and secondary manifestations of MI (for a discussion, see Litz et al., 2009) . Finally, defining characteristics of MI were assessed for each MIE, regardless of level of endorsement for that specific experience. Data exploration indicates that participants did occasionally select a higher value for the symptom, even after indicating they never experienced the MIE. Participants may have been responding to characteristic items more globally. Future research should consider assessing the defining characteristics of MI referring to the totality of MIEs or each MIE domain, particularly in light of their strong associations. As discussed earlier, participants may have trouble extricating the guilt shame, and so forth, they feel from a single MIE as opposed to their global experience of MIEs. It is also possible the strength of the associations among defining characteristics of MI may diminish if assessed in a different way (i.e., in totality or via domain rather than in reference to each specific MIE). The current article is a psychometric examination into modifying an existing scale (the MIQ-M) to incorporate defining characteristics of MI, and to explore domains of MIEs. It is a step forward in MI assessment, but future research should focus on the creation of a new scale to assess MI (both MIEs and defining characteristics, simultaneously). This would involve exploration into whether additional defining characteristics should be included (e.g., loss of trust and meaning in life), and if they can be linked to an individual MIE or are more representative of a global experience of MIEs.
